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SECTION 1. SUMMARY OF KEY ACCOMPLISHMENTS OF YOUR SCHIP PROGRAM
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This section is designed to highlight the key accomplishments of your SCHIP program toward increasing
the number of children with creditable health coverage (Section 2108(b)(1)(A)). This section dso
identifies strategic objectives, performance gods, and performance measures for the SCHIP program(s),
aswell as progress and barriers toward meseting those gods. More detailed andlysis of program
effectiveness in reducing the number of uninsured low-income children is given in sections thet follow.

1.1  Enrollment in Territory-wide Medicaid program

111 Wha isthe estimated number of children digible for Medicaid? Please dso describethe
methodology used to determine this estimate.

There are approximately 5,000 to 7,000 children enrolled in Medicaid every fiscd year. Medicaid Programs
in the Territories, induding Guam, have operated under a congressiondly mandated Federd fiscd calling with
ameatching rate of 50%. As Medicaid expenditures exceed the federd cap, many services otherwise digible
for Federa Financid Participation (FFP) have been paid for using unmatched Territorid dollars.

Since 1990, Guam has been experiencing a consstently mounting loca overmatch to the federd ceiling. In
Fisca Year 1998, Guam matched 113% againgt the federa cap. The Federd cap for Medicaid in Fisca
Year 1998 was $ 5,090,000. Totd Medicad administrative and medical expenditures mounted to
$10,855,364. Of thisamount, local funds shouldered $5,765,364 or 113% beyond the federa funding. The
average Medicaid per member per year cost was calculated to be $1036 across dl ages, and $761 for
children 18 and below.

The Department of Public Hedth and Socid Services has an in-house Computer Systems Group Unit
responsible for the Maintenance of the department’s Guam Medicaid Management Information System
(GMMIS). The GMMIS hasin place, specific software programs that perform data collection and generate
various reports necessary for monthly, quarterly and annua reports used for management assessment and

program compliance purposes.

Data sources are from dl Medicaid digibility gpplications and service dlaims processed throughout the year
usng the GMMIS. Statigtics are extracted from the database to generate reports such as number of digibles
from various villages and al expenditures by type of service. These reports are -used to measure the
program’s performance objectives.

1.1.2 How many additiond children have been covered under Medicaid with the use of
additiona federa funds provided under Title XX17?

Theoreticdly, the average cost per member per year for Medicaid coverage is $1,036 across dl ages, and
$761 for children 18 and beow. Additiona CHIP funds of $578,172 for medica care of Guam’'s Medicad
uninsured children, based on expenditures of $761will only assst gpproximately 760 children on an annud
bass before CHIP is depleted. The remaining 4,000 plus children incurring unpaid Medicaid medicd bills
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will have to be carried over to the next fiscal year when anew Medicaid budget is appropriated. Itisthis
reason that Guam had opted to implement CHIP using the Medicaid expansion option.

The estimated number of children covered under Medicaid that are quaified for additiona federal funds
provided under CHIP in fiscal year 1998 was around 5,000. As Medicaid funding is exhausted, CHIP
funding for Guam becomes ble in the amount of $578,172 with a65% ($375,812) federa and 35%
($202,360) loca match. Guam was able to exceed the Medicaid ceiling and is in the process of drawing
down on this funding to reimburse the Government of Guam for gpproximately 4,018 service clams for
services rendered to children (duplicated count) who incurred medicd bills beyond what Medicaid funding
was able to cover.

1.2 Pease explain any differences in the estimate of the total number of children digible for
Medicaid versus the total number of children covered by the program. In addition, please
explain the unique structure of your program, such as how Title X1X and XXI funds work
together to continue services for enrolled children and to cover additiond children under
Medicaid.

Guam's SCHIP expands Federdly funded Medicaid to children under 19 receiving services through a
Territory-funded program. These children meet current Medicaid digibility requirements. however, snce
territories have a cap on Federal expenditures, these children recelve services that are unmatched with
federd funds through state only funds once al avalable Medicad federd matching funds have been
exhausted.

A Specid Rule 2110 of the Balanced Budget Act dlows the implementation of CHIP by providing services
to children beow 19 year of age who become indigible to Medicaid. Medicad indigible children as defined
in the specid rule are children in the Medicaid program but whose medica expenditures are not paid out of
Medicaid funds because the federa cap has been exceeded.

The additionad CHIP budget of $578,172 for medica care of Guam's Medicaid uninsured children, based
on expenditures of $761 per member per year will assist gpproximately 760 children on an annud basis
before CHIP is depleted. To implement a separate CHIP program covering approximately 5,000 CHIP
qudified children at the same annual cost per child would have cost Guam approximately $3,805,000, which
isfar beyond the CHIP funding of $578,172, which was originaly assgned to Guam to implement CHIP
for thefirst few years.

1.3 What progress has been made to achieve the Territory’ s strategic objectives and performance
godsfor its SCHIP program(s)?

Please complete Table 1.3 to summarize your Territory’s strategic objectives, performance gods,
performance measures and progress towards meeting gods, as specified in the Title XX1 State
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Plan. Be as specific and detailed as possible. Use additiona pages as necessary. Thetable
should be completed as follows:

Column1. List the Territory’s strategic objectives for the SCHIP program, as specified in
the State Plan.

Column2:  List the performance gods for each Strategic objective.

Column 3:  For each performance god, indicate how performance is being measured, and
progress towards meeting the god. Specify data sources, methodology, and
gpecific measurement gpproaches (e.g., numerator, denominator). Please attach
additiond narraive if necessary.

For each performance god specified in Table 1.3, please provide additiona narrative discussing how
actual performance to date compares against performance goals. Please be as specific as possible
concerning your findingsto date. If performance gods have not been met, indicate the barriers or
condraints. The narrative also should discuss future performance measurement activities, including a
projection of when additiond data are likely to be available.
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Table 1.3

1)
Strategic Objectives
(s specified in Title

XXI State Plan)

)
Performance Goals for
each Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, numerators, denominators, etc.)

OBJECTIVESRELATED TO REDUCING TH

E NUMBER OF UNINSURED CHILDREN

Coordinate with Title
XIX regarding services
to Medicad indigible
children based on BBA
§2110(b)(3)

Provide medicd services
to Medicaid children who
become indigible to
Medicad since Federd
Medicaid funds have been
exhausted

Data Sources. Medicaid enrollment and expenditure reports.

Methodology: After Federal Medicaid expenditures exhausted, identify expenditures
and number of additiond children who received medica services up to the amount of
SCHIP dlottment

Progress Summary: FY 1998 - medica paymentsto 4,018 additiond servicestotaing
$578,172.

Progress Summary: FY 1999 - medical servicesto Not Available additiona children
totding $ Not Avallable . [if FY 1999 not avalable, please state “Not Availabl€’]

OBJECTIVESRELA

TED TO INCREASING MEDICAID ENROLLMENT

Streamline Identify and reduce the | Data Sources. Medicaid Applications and Service Claims Processed using the
Departmenta-wide number of uninsured | GMMIS.

referrad system and children by enrdling

initiate outreach childen  digble  to | Methodology: Increase the number of children enrolled to Medicaid by 5 — 10% of
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Table 1.3

(D @) 3
Strategic Objectives Performance Goals for Performance Measures and Progress
(es specified in Title each Strategic Objective (Specify data sources, methodology, numerators, denominators, etc.)
XXI State Plan)

presentations and Medicad from villages of | previousfiscd year's enrollment from low density populated villages where there are
dissemination of suspected  lower-income | condderable lower-income families.
Program literature at families Numerator: Not Available
drategicaly located
government Denominator: Not Available
departments and
agenciesthat directly Progress Summary: Not Available (The department isin the process of transtioning

ded with low-income
families with children
on adaily bass.

to anew Guam Medicaid Management Information System and is incgpable to
provide numeric statistics showing if there has been an increase in Medicaid enrollment
in children from the low dengity populated villages)

OBJECTIVESRELATED TO INCREASING ACCESS TO CARE (USUAL SOURCE OF CARE, UNMET NEED)

Enhance the
Accesshility and
Availability of

preventive hedth and
dental care services to

Ensure that children under
Medicad are aware and
encouraged to avail of the
Ealy and  Periodic
Screening, Diagnoss and

Data Sources: GMMIS

Methodology: Increase the Number of children receiving EPSDT services by 5—10%
based on previous year's utilization of services by age category.
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Table 1.3

D ) ©
Strategic Objectives Performance Goals for Performance Measures and Progress
(es specified in Title each Strategic Objective (Specify data sources, methodology, numerators, denominators, etc.)
XXI State Plan)
eigible CHIP children. | Trestment (EPSDT)
services.

Ensure that dentd care is
provided to children
needing the services.

Increase the Number of children recalving dentd services by 5—10% based on previous
year’s utilization of services by age category.

Numerator: Not Available
Denominator: Not Available

Progress Summary: Not Available (The department isin the process of trangtioning
to anew Guam Medicaid Management Information System and is incagpable to
provide numeric gatistics showing specific percentage increases in the number of
children recelving EPSDT and dental services. However, the Medicaid program is
aware that an increase of EPSDT and other related services were paid for usng CHIP
funding )

OBJECTIVESRELATED TO USE OF PREVE

NTIVE CARE (IMMUNIZATIONS, WELL-CHILD CARE)

Monitor the
Effectiveness of
Medicd Cae to
children receiving
services under

Improve the number of
Corrective Treatment
referrds for Children as a
result of EPSDT findings.

Data Sources: GMMIS

Methodology: Increase by 5 — 10% of prior fiscd year the number of Corrective
treatment services such as denta, hearing and eye sarvices as a result of EPSDT

preventive hedth services.
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Table 1.3

1) ) ©)
Strategic Objectives Performance Goals for Performance Measures and Progress
(es specified in Title each Strategic Objective (Specify data sources, methodology, numerators, denominators, etc.)
XXI State Plan)
Medicaid.
Improve the overdl | Increase the Percentage Ratio (Utilization Percentage) of the number of children using

utilization of medicd
sarvices of Medicaid.

Medicaid services versus the number of children enrolled to the program by 5 — 10%
of prior fisca year.

Numerator: Not Available
Denominator: Not Available

Progress Summary: Not Available (The department isin the process of transtioning
to anew Guam Medicaid Management Information System and is incgpable to
provide numeric statistics showing specific percentage increases in the number of
children recelving corrective treatment referras. However, the Medicaid program is
aware that an increase of EPSDT and other related services were paid for using CHIP
funding )

OTHER OBJECTIVES
Solidify exiging | Identify and  reach Data Sources. GMMIS
network  with  the | Medicaid digible children

vaious federd and
locd programs within

between age 0 — 18 years
who ae seeking hedth

Methodology: Increase the number of digiblesto Medicaid by changing Medicaid income
and resource criteriato dlow enrollment of at least 50% of approximeately 2,756 children
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the department,
especidly the gate-only
funded Medicdly
Indigent Program

(MIP) as an outreach
effort.

cae coverage from the
MIP, which was in
operation prior to July
1997.

Continue to coordinate and
involve the other federd
and loca programs within
the department to network
with CHIP for purposes of
informing and refearing
potentidly digible children.

receiving services under the gate-only funded MIP program who meet al CHIP digibility
criteriaif CHIP were to be implemented as a separated program.

Solidify network with the various public hedth programs such as MCH, Immunization,
WIC, and the department’s medicd and dentd Ste clinics and continue to participate and
support by issuing referra dips or applications to potentialy Medicaid digible children.

Numerator: Not Avallable
Denominator: Not Available
Progress Summary: The Medicaid Program isin process of evauating Medicaid

income and resources criteria o0 as to dlow digibility to MIP enrolled children who
are without preventive and corrective treatment services.
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SECTION 2. BACKGROUND

This section is designed to provide background information on SCHIP program(s) funded through Title
XXI.

2.1 How areTitle XXI funds being used in your Territory? Please provide any additiond information
regarding the use of Title XXI funds not outlined under Section 1.1.3.

211 Ligdl programsin your Territory thet are funded through Title XXI. (Check al that

apply.)
X Providing expanded digibility under the Territory’s Medicaid plan (Medicaid
SCHIP expansion)
Name of program: Guam Medicad

Date enrollment began (i.e,, when children first became dligible to receive
sarvices): _October 01, 1997

2.2  What environmentd factorsin your Territory affect your SCHIP program?

Under Sections 1905(b) and 1101(a)(8)(A), Guam islimited to a Federa medica assstance percentage
of 50, regardless of per capitaincome. Due to this statutory limit, FMAP is set a 50 percent rather than
the higher amount it would be if calculated the way it isfor States. Guam cannot exceed the Federd fiscdl
caling which Congress establishes. Guam far exceeds its Federd fiscd celling. For example, in FY 1998
Medicaid expenditures reached $10,951,188 (or $792,774 over ceiling), in 1997 Medicaid expenditures
were $12,448,396 (or $4,028,396 over ceiling) and in 1996 Medicaid expenditures were $11,570,540
(or $3,450,540 over ceiling). These amounts over the Federd ceiling are paid out of Territory only funds.
Thereaultisaform of hedth care rationing not experienced by the States.

It isfor this reason Guam had opted to implement CHIP using the Medicaid expansion option. This may
be the most expeditious and inexpensive way to implement CHIP on Guam. For example: In FY 1997 and
1998, it cost an annual average of $761 to cover asingle child under the Medicaid EPSDT program and
other preventive services. To offer a separate CHIP program, with the same services to approximately
5,000 CHIP qudified children who are without Medicaid or other insurance would have cost the
Government of Guam approximately $3,805,000, which is far beyond the CHIP ceiling of $578,172
(federa ceiling $376,812 and loca share $202,360) .

2.2.1 Explain the federd fiscd ceiling and statutory limits on the FMAP and describe the effects
on your Medicaid program. (Section 2108(b)(1)(E))

Please See narrativein Section 2.2
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2.2.3  Describe changes and trendsin the Territory since implementation of your Title XXI
program that “ affect the provison of accessible, affordable, quality hedth insurance
and hedlth care for children.” (Section 2108(b)(1)(E))

Examples are listed below. Check al that apply and provide descriptive narrétive if
gpplicable. Please indicate source of information (e.g., news account, evauation
study) and, where available, provide quantitative measures about the effects on your
SCHIP program.

____ Changesto the Medicaid program

____ Presumptive digibility for children

___ Coverage of Supplementa Security Income (SSI) children
____Provison of continuous coverage (specify number of months )
____Hlimination of assetstests

____Eliminaion of face-to-face digibility interviews

___Eadng of documentation requirements

X Impect of welfare reform on Medicaid enrollment and changesto (AFDC/TANF
(specify)__

Welfare Reform federd gatutes mandate thet families and individuas who are not United
States Citizens or Qudified Aliens can no longer be covered under any federaly funded
public assstance programs such as Medicaid. Families and individuals who migrated to
Guam and were previoudly receiving Medicaid assistance, thus had to be removed from
Medicaid ralls and covered under the locdly funded Medicaly Indigent Program (MIP).
This hasimpacted theloca programs which now have to shoulder the expenses that were
shifted from the federd programs in compliance to Wefare Reform. Because of
unavailability of gatigtics, the specific numbers of individuas and families affected and
financid impact to the local government isinaccessble at thistime.

___ Changesin the private insurance market that could affect affordability of or
accessihility to private hedth insurance

Hedlth insurance premium rate increases

Legd or regulatory changes related to insurance

Changes in insurance carrier participation (e.g., new carriers entering
market or existing carriers exiting market)

Changes in employee cost-sharing for insurance

Availability of subsdiesfor adult coverage

__ Other (gpecify)

____ Changesin the ddivery sysem

Changes in extent of managed care penetration (e.g., changesin HMO,
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IPA, PPO activity)

Changes in hospitd marketplace (e.g., closure, conversion, merger)
___ Other (specify)
Development of new hedlth care programs or services for targeted low-
income children

(specify)

Changes in the demographic or socioeconomic context

___ Changesin population characterigtics, such as raciad/ethnic mix or

immigrant status (pecify)

Changes in economic circumstances, such as

unemployment rate (Specify)

__ Other (specify)
___ Other (specify)
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SECTION 3. PROGRAM DESIGN

This section is designed to provide a description of the eements of your State Plan, including digibility,
benefits, delivery system, cost-sharing, outreach, coordination with other programs, and anti-crowd-out

provisons.

31  Whoisdigble?

Specid Rule 2110 of the Balanced Budget Act dlows the implementation of CHIP by providing services
to children below 19 year of age who become indigible to Medicad. Medicad indigible children as
defined in the specid rule are children in the Medicaid program but whose medical expenditures are not
paid out of Medicaid funds because the federa cap has been exceeded.

3.1.1 Describethe standards used to determine digibility of targeted low-income children for
child health assistance under the plan. For each standard, describe the criteria used to
apply the standard. If not applicable, enter “NA.”

Table3.1.1
Territory-wide Medicaid Program
Geographic area served by the plan . )
(Section 2108(b)(1)(B)(iv)) Territory - Wide
Age 0-18

Income (define countable income)

Guam uses the a Basic Sandard Needs Criteria
that is comparable to under 100% of FPL

Resources (including any standards relating to spend downs
and disposition of resources)

Residency requirements

Guam Resdent

Disahility status

NA

Access to or coverage under other health coverage (Section
2108(b)(1)(B)(1)

May or may not have other hedlth coverage at the
time of gpplication. If recipient has other insurance,
Medicaid pays for uncovered expenses of other
insurance.

Other standards (identify and describe)

* Please refer to Section 3.1.3
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3.1.2 How oftenisdigibility redetermined?
Table3.1.2
Redetermination Territory-Wide SCHIP Program
Monthly
Every sx months
Every twelve months X
Other (specify)
3.1.3 Isthereretroactive digihility, presumptive digibility, or guaranteed digibility for a

specified period of time regardless of income changes? (Section 2108(b)(1)(B)(v))
Thereis no retroactive digibility, presumptive digibility, or guaranteed digibility per se.

Benefitsfor SCHIP digible individuas in Guam were previoudy provided through non-
Medicaid Territory-only funded hedth insurance programs. The Territory cdams
enhanced SCHIP match for expenditures made within their current health programs, which
exceed thair current (non-SCHIP) Medicaid funding limitations. It is only an expangon of
the Federd dollars to cover expenditures for servicesthat they are aready providing to
children.

In generd, the SCHIP dallars are used to pay for services the Territory is dready
providing to children, which in States would be digible for FFP but because of the Federd
funding cap were paid for from the Territories own funds. Once the Territory’ s spending
exceeds the Federa Medicaid cap, it is digible to use the SCHIP dollars to pay for
Medicaid services they are currently providing for children.

3.2  What benefits do children receive and how isthe delivery system structured?
(Section 2108(b)(1)(B)(vi))

321

Bendfits

Pease complete Table 3.2.1 for your Medicaid program, showing which benefits
are covered, the extent of cost-sharing (if any), and benefit limits (if any). Enter NA if
not applicable.
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Table3.21  Territory-wide Medicaid Program
Is Service ,
Bendfit Covered? (v Cost-:;;?%;vhere Bendfit Limit, where
=yes) applicable (Specify)

Inpatient hospital services v NA

Emergency hospital services | v/ NA

Outpatient hospitdl services | v NA

Physician services v NA

Clinic services v NA

Prescription drugs v NA

Over-the-counter NA

medications

Outpatient laboratory and v NA

radiology services

Prenata care NA

Family planning services NA

Inpatient menta hedth NA

services

Outpatient mental hedlth NA

sarvices

I npatient substance abuse NA

treatment services

Resdentia substance abuse NA

treatment services

Outpatient substance abuse NA

treatment services

Durable medica equipment v NA Standard Equipment

Digposable medicad supplies NA

Preventive dental services NA Not covered by Medicaid
as this service is offered
free by Dept. of Public
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Table3.2.1

Territory-wide Medicaid Program

Is Service Cogt-sharing, where
Bendfit Covered? (v applica%le Bendfit Limit, where
= yes) applicable (Specify)
Hedth & Socid Services
Dentd Divison.

Restorative dentdl services | v NA

Hearing screening v NA

Hearing aids v NA Once every 5 years

Vision screening v NA

Corrective lenses (induding | v NA

eyeglasses)

Developmentd assessment | vV NA Limited to EPSDT
Periodicity Schedule for
prescribed ages

Immunizations v NA

Well-baby visits v NA

Wdl-child visits v NA

Physica therapy v NA

Speech therapy NA

Occupationa therapy v NA

Physical rehabilitation NA

services

Podiatric services v NA

Chiropractic services NA

Medical transportation v NA Off-Idand travel and
ambulatory trangportation

Home hedlth services NA

Nursing fadility NA

ICF/MR NA
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Table3.21  Territory-wide Medicaid Program
Is Service .
Bendfit Covered? (v Cost-:;;l:%;vhere Bendfit Limit, where
=yes) applicable (Specify)
Hospice care NA
Private duty nursing NA
Personal care services NA
Habilitative services NA
Case management/Care NA
coordination
Non-emergency NA
transportation
Interpreter services NA
Other (Specify) NA
Other (Specify) NA
Other (Specify) NA

3.2.2 Scope and Range of Health Benefits (Section 2108(b)(1)(B)(ii))

Please comment on the scope and range of hedlth coverage provided, including the
types of benefits provided and cogt-sharing requirements. Please highlight the level of
preventive services offered and services available to children with specia hedth care
needs. Also, describe any enabling services offered to SCHIP enrollees. (Enabling
services include non-emergency transportation, interpretation, individua needs
assessment, home vigits, community outreach, trandation of written materids, and other
services designed to facilitate access to care.)

Guam provides regular Medicaid benefits as specified under its Guam Medicaid State Plan. Thereare no
cost sharing requirements to its clients. Children under 19 years of age are dligible for free physca
examinations and other medica services under the EPSDT program. Participation to this program is
voluntary. With the lack of medical specidists and facilities on idand, gpproximatdy 16 to 20 percent of
expenditures are for off-idand services. Families goplying for Medicaid services are interviewed and
provided with brochures about the program.

On a department-wide effort, Guam’'s Department of Public Hedlth and Socid Services (DPHSS)

Adapted from framework by the National Academy for State Health Policy 19



implements various federal and local medica assistance programs which strive to reach uninsured children
and families. These programs such as Materna and Child Hedlth-Family Planning Program (MCH-FP),
Public Hedth Dentd Program, Communicable Disease Center (CDC), Women Infant and Children (WIC),
Medicdly Indigent Program, and Medical Socid Services are dl under the same department and in many
ways are networked to help the community through the services that are available. These programs have
outreach workers who are informed of the various programs within the department.

Public (community) health and school nurses, medica socid workers and digibility workers are deployed
in the community to inform and asss families and children on what medicd services among others are
available to them. Brochures of the different programs are distributed to strategic public places. Families
who do not qualify for one assstance program are referred to other programs. Some programs conduct
gpecid outreach fairs a the mal and other shopping centers. Outreach efforts aso extend to public schoals,
the Guam Memoria Hospita and other government agencies.

Department of Public Hedlth & Socid Services operates dinicsin three srategic locations: centrd, northern
and southern which provide services to the entire population of the idand, aside from services from privady
practicing service providers. Guam does aggressve outreach program dissemination, disesse
screening/prevention as in mass immunization and actud disease screening procedures (mass BP
determination, blood sugar/lipid determination etc.) out in the community.

3.2.3 Ddivery Sysem
Identify in Table 3.2.3 the methods of ddivery of the child hedth assstance using Title

XXI funds to targeted low-income children. Check all that apply. Enter NA if not
gpplicable.
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Table3.2.3

Type of delivery system Territory-wide Medicaid Program

A. Comprehensive risk managed care organizations N/A
(MCOs)

Territory-wide? ___Yes ___No

Mandatory enrollment? __Yes ___No

Number of MCOs
B. Primary care case management (PCCM) N/A
program

C. Non-comprehensive risk contractors for
selected services such as mentd health, dentd, or N/A
vison (specify servicesthat are carved out to
managed care, if gpplicable)

D. Indemnity/fee-for-service (specify sarvices that v

are carved out to FFS, if applicable)

E. Other (specify) N/A

F. Other (specify) N/A

G. Other (specify) N/A
3.3 How much does SCHIP cost families?

34

3.5

None of the Territories impose cost-sharing on any families covered under Title XXI or
Medicaid.

How do you reach and inform potentid enrollees? Please discuss any client education or
outreach approaches used by your Medicaid/SCHIP program and any settings in which
education/outreach is conducted.

Please see narrative on section 3.2.2

What other health programs are available to SCHIP dligibles and how do you coordinate with
them? (Section 2108(b)(1)(D))

Please see narrative on section 3.2.2
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Describe procedures to coordinate among Medicaid programs, other health care programs, and
non-hedth care programs. Table 3.5 identifies possible areas of coordination between
Medicaid and other programs (such as MCH, WIC, School Lunch). Check dl areasin which
coordination takes place and specify the nature of coordination in narrative text, either on the
table or in an atachment.

Table3.5

Type of coordination Maternd and child heaith | O (Spedify) | Other (speaify)
Adminidration N/A

Outreach Please see section 3.2.2

Eligibility determination N/A

Service ddivery N/A
Procurement N/A
Contracting N/A
Data collection N/A
Quadlity assurance N/A
Other (specify) N/A
Other (specify) N/A

3.6  How do you avoid crowd-out of private insurance?

Guam'’sloca law enforces compulsory hedlth insurance coverage of children of employed absent parents
with the Child Support Enforcement of the Department of Law. Thisis made possible through very cose
collaboration with the absent parents employers and memoranda of understanding with Titles X1X, V, IV-
D, WIC, DOE's HeadStart Program.

“Crowd-Out” is not a dilemmato Guam’'s Medicaid program since families enrolled in the program are
usudly without hedth care insurance. Clients receiving Medicaid sarvices are ether unemployed or
employed less than 100 hours per month and can not afford private hedth care coverage on their own.
Crowd-out is discouraged by imposing pendlties, including disqudification provisons (Smilar to Guam's
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gate-only funded Medicaly Indigent Program law) for gpplicants who purposdly disenrall from ones' hedth
insurance coverage in an effort to qudify for government hedlth insurance coverage.

During application to Medicaid, applicants are asked about their prior health insurance coverage, the last
date thet their health insurance was in effect and the reason for termination. Failure to report, withholding
or fagfication of information for the intention to qudlify is punishable by ather disqudification to participate
in the program, suspension, or termination (depending on the saverity of the offenss) once found inviolation
of this provison. A monthly reporting of changesin the beneficiaries household/financid circumstances will
be required.

Medicaid aso enforces a policy that, as a condition of one' sdigibility, an applicant who hasa TPL hasto

waive his right to coverage over to Medicaid. Medicaid grictly enforces a coordination of benefits where
other TPLs are involved.

SECTION 4. PROGRAM ASSESSMENT

This section is designed to assess the effectiveness of your SCHIP program(s), including enrollment,
disenrollment, expenditures, access to care, and quality of care.

4.1 Whoisenrolled in your SCHIP program?

Thereis no separate enrollment process for SCHIP. The SCHIP dollars are used to pay for services
the Territory is dready providing to children, which in States would be digible for FFP but because
of the Federa funding cap were paid for from the Territories own funds. Once the Territory’s
spending exceeds the Federal Medicaid cap, it is digible to use the SCHIP dollars to pay for
Medicaid services they are currently providing for children.

4.1.1 What arethe characteristics of children enrolled in your SCHIP program? (Section
2108(b)(1)(B)(1))

In Fiscd Year 1998, additiond CHIP funds of $578,172 for medicd care of Guam’s Medicaid uninsured
children, based on expenditures of $761 per child per year will only assist gpproximately 760 children on
an annud basis before CHIP is depleted. The remaining 4,000 plus children incurring unpaid Medicaid
medica hills will have to be caried over to the next fiscd year when a new Medicad budget is
gppropriated. It isthis reason that Guam had opted to implement CHIP using the Medicaid expansion
option.

The estimated number of children covered under Medicaid that are qudified for additiond federa funds
provided under CHIP in fiscd year 1998 was gpproximatdly 5,000. As Medicaid funding was exhausted,
CHIP funding for Guam became accessible in the amount of $578,172 with a 65% ($378,812) federd and
35% ($202,360) locd match. Guam was able to exceed the Medicaid ceiling and is in the process of
drawing down on this funding to remburse the Government of Guam for gpproximetdy 4,018 sarvicedams
for services rendered to children (duplicated count) who incurred medicd bills beyond what Medicaid
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funding was able to cover.

4.2  Who disenrolled from your SCHIP program and why? What were the reasons for

discontinuation of coverage under Medicaid? (Please specify data source, methodologies, and

reporting period.) Identify reasons for disenrollment in Table 4.2.3.

Thereis no separate enrollment for SCHIP. Guam cannot track the rate of disenrollment because
children are not tagged as “Medicaid” or “SCHIP’ but are determined “eligible’ based on when the
federal Medicaid match runs out, i.e., the children become SCHIP children not by enrolling, but by

having the Medicaid dollars run out before they are served.

Table4.2.3
Territory-wide SCHIP Program
Reason for discontinuation of coverage Cll\ll :ernnrt())?lr eC;fs Percent of total

Total N/A
Access to commercid insurance N/A
Income too high N/A
Aged out of program N/A
Moved/died N/A
Incomplete documentation N/A
Did not reply/unable to contact N/A
Other (gpecify) N/A
Other (specify) N/A
Don't know N/A
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4.3  How much did you spend on your SCHIP program?

43.1 What werethetota expendituresfor your SCHIP program in federd fisca year (FFY)

1998 and 19997

FFY 1998 _ $578,172.00

FFY 1999 _Unavalade
Table4.3.1 Territory-wide SCHIP Program

Totad computable share Totd federa share
Type of expenditure
FFY 1998 FFY 1999 FFY 1998 FFY 1999

Total expenditures $578,172.00 N/A $375,812.00 N/A
Premiumsfor private
health insurance (net | ¢ o N/A $0 N/A
of cost-sharing
offsets)*
Fee-for-service
expenditures $578,172.00 N/A $375,812.00 N/A
(subtotal)
Inpatient hospital $233,165.00 N/A $151,557.00 N/A
services
Inpatient mental hedlth N/A N/A
fadility services
Nursing care services N/A N/A
Physician and surgicdl $ 60,078.00 N/A $ 39,243.00 N/A
services
Outpatient hospital $ 64,078.00 N/A $ 41,651.00 N/A
services
Outpatient mental hedth N/A N/A
fadility services
Prescribed drugs $ 1,066.00 N/A $ 693.00 N/A
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Table4.3.1

Territory-wide SCHIP Program

Tota computable share

Totd federd share

Type of expenditure
FFY 1998 FFY 1999 FFY 1998 FFY 1999

Denta services $ 53,458.00 N/A $ 37,748.00 N/A
Vidon sarvices N/A N/A
Other practitioners $ 705.00 N/A $  458.00 N/A
services
Clinic services $ 16,990.00 N/A $ 11,044.00 N/A
Therapy and N/A N/A
rehabilitation services
Laboratory and $ 8,916.00 N/A $ 5,795.00 N/A
radiologicd services
Durable and disposable N/A N/A
medica equipment
Family planning N/A N/A
Abortions N/A N/A
Screening services N/A N/A
Home hedlth $ 317.00 N/A $ 206.00 N/A
Home and community- N/A N/A
based services
Hospice N/A N/A
Medical transportation N/A N/A
Case management N/A N/A
Other services $139,103.00 N/A $90,417.00 N/A

4.3.2 What werethe total expenditures that applied to the 10 percent limit? Please complete

Table 4.3.2 and summarize expenditures by category.

What types of activities were funded under the 10 percent cap? None

What role did the 10 percent cap havein program design? None
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Table4.3.2

Type of expenditure Territory-wide Medicaid Program
FFY 1998 FFY 1999

None None

Total computable share

Outreach None None

Adminidration None None

Other None None
None None

Federal share

Outreach None None

Adminidration None None

Other None None

4.3.3 What were the non-Federa sources of funds spent on your SCHIP program (Section

4.4 How are you assuring your Medicaid/SCHIP enrollees have access to care and how are you

2108(b)(1)(B)(vii))

_X_ Teritory appropriations
___ County/loca funds

__ Employer contributions
____Foundation grants

___ Private donations (such as United Way, sponsorship)

____ Other (specify)

assuring quality of care?

44.1

Please indicate below which processes (if any) you use to monitor access/quality in your

Medicaid/SCHIP program?
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Table4.4.1 — Access

Approaches to monitoring access Territory-wide Medicaid Program
Appointment audits N/A
PCP/enrollee ratios N/A
Time/distance standards N/A
Urgent/routine care access standards N/A
Network capacity reviews (rural providers, safety net N/A
providers, gpeciaty mix)

Complaint/grievance/disenroliIment reviews N/A
Casefilereviews N/A
Bendficary surveys N/A
Utilization analys's (emergency room use, preventive care use) | N/A
Other (specify) N/A
Other (specify) N/A
Other (specify) N/A
Table4.4.1 — Quality

Approaches to monitoring quality Territory-wide Medicaid Program
Focused studies (specify) N/A
Client stisfaction surveys N/A
Complaint/grievance/disenroliIment reviews N/A
Sentindl event reviews N/A

Pan stevigts N/A
Casefilereviews N/A

I ndependent peer review N/A
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Table4.4.1 —Quality

Approaches to monitoring quality Territory-wide Medicaid Program
HEDI S performance measurement N/A

Other performance measurement (pecify) Please seetable 1.3

Other (specify) Please seetable 1.3

Other (specify) Please see table 1.3

Other (specify) Please see table 1.3

4.4.2 Wha information (if any) is currently available on access and quality by Medicad/SCHIP
enrolleesin your Territory? What plans does your Medicad/SCHIP program have for future
monitoring/eva uation of access/quaity? When will data be available? Please aso describe any
challengesin data collection and andysis that have been encountered.

Please seetable 1.3

4.4.3 What kind of managed care utilization data are you collecting for each of your SCHIP programs?
If your Territory hasno contractswith health plans, skip to section 4.4.4.

Tableisnot applicable

Table4.4.3

. Territory-wide Medicad
Type of utilization data Program
Requiring submission of raw encounter data by hedlth plans __Yes ___No
Requiring submission of aggregete HEDI'S data by hedth plans __Yes ___No
Other (specify) __Yes ___No

4.4.4 Please atach any reports or other documents addressing access, quality, utilization, costs,
satisfaction, or other aspects of your Medicaid/SCHIP program’s performance. Pleaselist
attachments here.
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SECTION 5. REFLECTIONS

This section is designed to identify lessons learned by the Territory during the early “implementation” of its
SCHIP program as well asto discuss ways in which the Territory plansto improve its Medicaid program
in the future. The Territory evauation should conclude with recommendations of how the Title XXI

program could be improved.

5.1

5.2

5.3

What worked and what didn’'t work when “designing and implementing” your SCHIP program?
What lessons have you learned? What are your “best practices’? Where possible, describe what
evauaion efforts have been completed, are underway, or planned to anadyze what worked and what
didn’t work. Be as specific and detailed as possible.

Please see narrativein sections 5.2 and 5.3

What plans does your Territory have for “improving the availability of hedth insurance and hedlth
care for children”? (Section 2108(b)(2)(F))

Both our immediate and long term plans are to work with HCFA, APHSA, our Delegate to
Congress, and congressional contacts to convince Congress that the SCHIP law needs to be
changed to allow the Territoriesto institute an appropriate and well-needed SCHIP program.
To do this, Congress would have to approve an amendment which would grant the Territories
SCHIP monies on the same basis as the Sates, utilizing the same formula.

Without additional funding to create a true State Children's Health Insurance Program, there
is no possibility of improving the availability of health insurance and health care for children
because the local governments are already overburdened with at least 70% of the cost of the
Medicaid program. Congress needs to understand that the Territories were short changed
both in Medicaid and SCHIP allocations and that they need to correct these major deficiencies
in the Medicaid and SCHIP laws. Only then can we talk about "improving the availability of
health insurance and health care for children®.

What recommendations does your Territory have for improving the Title XXI program? (Section
2108(b)(1)(G))

1. Eliminatethe Federd fiscd ceiling which Congress establishes and alow open ended Medicad
funding.

2. Increasethe Territories share of the Federd Medicad Assistance Percentage (FMAP). Utilize
the exigting formula for States defined in 81905(b) and 81101(a)(8)(A) of the Socid Security
Act to compute FMAP for the Territories. Revise those satutes to iminate the arbitrary
designation of 50 percent FMAP for the Territories. These actions will dlow for an adjusment
in the SCHIP enhanced FMAP as well.
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3. Increase SCHIP appropriationsto Territories in line with the formula used to dlocate SCHIP
fundsto States.

Adapted from framework by the National Academy for State Health Policy 3



